We read with interest the article by Iyengar and colleagues [1] on the impact of standardized implementation of medical emergency teams (METs) for the early identification and management of acutely deteriorating patients on the ward. The vast majority (88%) of all preventable adverse events were classified as 'therapeutic errors'. The authors have to be commended for their proactive patient safety approach by implementation of a standardized method for root cause analysis and classification of preventable adverse events.
We and others have recently proposed an alternative model to the MET, namely one based on defined clinical triggers to initiate a rapid response escalation [2] [3] [4] . A clinical triggers system overcomes the 'classic' limitations of the MET system, as related to an overuse of resources and the fragmentation of patient care. The clinical triggers program established at Denver Health Medical Center involves a standardized 'afferent' limb of patient identification based on objective, physiological response triggers for a rapid response escalation. The 'efferent' limb is provided by the designated primary house staff team caring for the individual patient [2, 3] .
While the present study [1] was not designed to address issues related to response system modalities, the root cause analysis by Iyengar and colleagues supports the rationale of a clinical triggers-based response system. As such, the therapeutic errors identified as the major determinant of preventable adverse events [1] are likely recognized and corrected in a more accurate and timely fashion by a team of providers associated with the continuum of care, as opposed to a MET, which involves people who are unfamiliar with patients' pertinent medical conditions. These aspects should be taken into consideration in the ongoing debate and controversy about safety and efficiency of the 'perfect' rapid response system [5] .
